Introduction: Spinal cord injury (SCI) is debilitating and results in different social representations for the women affected in terms of their sexuality and reproduction. Objective: Describe the experience of women with SCI regarding sexuality and reproduction under these conditions. Methods: Participants were 11 women with SCI who were submitted to a semi-structured interview. The content of the interviews was inputted into ALCESTE software, a computerized technique used for text analysis. Results: The dendrogram obtained shows two clusters and five subcategories. Cluster I contains issues related to living with SCI and consists of four classes: everyday life, sexuality and reproduction, difficulties, and coping. The so-called class of perceptions is in cluster II, which addresses subjective aspects. The classes in cluster I revealed symbolism associated with sexual relations, reproduction, affective relationships before and after SCI and relationships with the body. The results indicate that sexuality among women with SCI is marked by a mixture of feelings. While they are insecure about expressing themselves sexually, they also report fear of abandonment and loneliness, possibly due to conflicts about accepting their new image, which in most cases was characterized by low self-esteem. Conclusion: The representations of the sexuality and reproduction of the women studied here are vital in the process of accepting and coping with SCI, as well as recovering their social, affective and sexual relationships.
Introduction
Spinal cord injury (SCI) is damage to the spinal cord resulting from trauma, compression, or total/partial rupture of nerve transmission, which leads to changes in motor, sensory and autonomic function (1, 2) . The condition does not generally progress to death, but limits and changes the lifestyle of those affected (3), radically altering the lives of families and the experience of living in society (4) .
The period immediately after a spinal injury is marked by asexuality, followed by a period of discovery. Adaptation to the new situation is heavily influenced by social and emotional aspects, whereby the individual experiences negative feelings such as anguish, disbelief, anxiety and desperation in the face of resuming a sex life; emotional support and self-esteem are highly significant in this process (5) .
The beginning of women's sexual experiences after SCI poses a number of conflicts because they are afraid they will never be able to express themselves sexually. They fear abandonment by their partners or the possibility of never having another relationship; however, these fears soon fade when they begin to accept themselves (6) .
The ability to have children is considered important to any woman, both from an emotional and social perspective, as well as physically/physiologically (7) . As such, the experience of pregnancy is significant in the context of Brazilian sexual culture and involves complex interactions between men and women (8) . People attribute different values to maternity based on their human, spiritual and intellectual experiences (9) .
It is important to underscore that amenorrhea occurs soon after trauma during the period of spinal shock, which prevents pregnancy, and varies from one to six months according to the literature. After this period, conditions are once again favorable to pregnancy (10) , whereby women are capable of normal fertilization, provided they are monitored and receive the specific care that is essential during pregnancy (11) .
In light of the above, how do women with SCI experience sexuality and reproduction? In order to answer this question, the present study aimed to describe the experiences of women after SCI, specifically highlighting their sexuality and reproduction. The intention is to provide support to professionals in order to enhance and strengthen their assistance in coping with SCI.
Methods
The study was approved by the Research Ethics Committee of the Pontifical Catholic University of Goiás (PUCGO) under protocol number 922.869. In order to maintain participant anonymity and the confidentiality of the information provided, their statements are identified with the letter M followed by an ordinal number, according to the order of participation.
Inclusion criteria were being a woman, aged 18 years or older; diagnosed with SCI at least one year previously; active sex life before the trauma and being registered with the Rio Verde Association for the Physically Disabled (ADEFIRV). Women with no medical diagnosis and those without the cognitive ability to express themselves verbally were excluded.
In order to describe the social reality and understand the experiences of women after SCI regarding their sexuality and reproduction, a qualitative descriptive field study was conducted according to the theoretical-methodological assumptions of Social Representations Theory (SRT), a body of practical knowledge centered on communication and understanding the social, material and ideational context that we live in (12) .
The SRT framework elucidates how facts occurring in the environment are assimilated, how they are understood by individuals and how the knowledge built based on these facts is expressed through their communication and behavior (13) .
To identify potential participants, the electronic files of the institution were examined and medical records analyzed to find data supporting the inclusion and exclusion criteria, resulting in 12 women. A database was compiled at this stage, allowing us to establish initial contact with the eligible subjects identified. Participants were 11 women, since one passed away during the data collection period.
The data collection instrument chosen was a semi-structured interview, at the end of which the SCI-affected women registered with ADEFIRV were asked to participate in the study. A portable recorder was used during the interview and the content of the recordings was transcribed in full to obtain detailed information and ensure its reliability.
The content of the interviews was inputted into Analyse Lexicale por Contexte d'um Ensemble de Segments de Texte (ALCESTE) software, version 4.5, a computerized technique used for textual analysis based on a large number of statistical methods suitable for discourse analysis. The goal is to examine the distribution of vocabulary in written text (14) . ALCESTE performs a detailed assessment of the interviews, with each one grouped into a single corpus known as an Initial Context Unit (ICU) and segments of text called Elementary Context Units (ECUs), which are analyzed in descending hierarchical order into word classes from the different discourses on a relevant topic (15) . This allows the identification of themed clusters and their respective classes.
The ALCESTE program computes a list of word correlations for each class. This is achieved by adopting chi-squared (X 2 ) as a strength of association criterion between the classes, grouping those that exceed this value into a specific class, with higher values indicating greater relevance of the word in constructing the class (16, 14) . It is important to underscore that interpretation of the core meanings obtained should be based on empirical theory justified by the researchers and supported by other textual and discourse analysis methods (17, 16) .
In other words, quantitative analysis can be performed based on the contextualization of the symbols within each cluster and their identification. The results of this initial analysis are distributed into clusters with their respective classes, which contain their representative symbols and explainable variance of each class, and can be represented in table or tree (dendrogram) form (15) .
Results
Participants were 11 women with different levels of spinal cord injury between T9 and L2, who were paraplegic as a result of SCI. Time since injury varied considerably, ranging between 2 and 23 years. All subjects were registered with the ADEFIRV and regularly participated in the programs offered by the association.
The corpus submitted to the software for analysis identified 11 ICUs and 231 ECUs. Immediate assessment shows a dendrogram with two clusters and five classes. The corpus was initially divided into two subcorpora, one of which was divided into two, producing class IV. In a subsequent third stage, partitioning generated classes II and III on one side and class V on the other.
According to hierarchical descending classification, the dendrogram exhibits two clusters and five classers. Cluster I was denominated aspects related to living with SCI based on the content of each of the related classes, namely I, II, III and IV, which addressed everyday life after SCI, sexuality and reproduction, limitations and difficulties, and coping after SCI, respectively. Cluster II, identified as subjective aspects of living with SCI, contains class V, which deals with perceptions after SCI.
Analysis of cluster I showed a focus on objective issues related to life after SCI. It contains situations that require complete adjustment both in terms of the new physical condition, including aspects related to sexuality and reproduction, and how those affected interact with their families and society.
In a more detailed assessment, class I, which contains 16.5% of the corpus, addresses aspects of everyday life after SCI, focusing more intently on participants M2, M5 and M10. The highest participation percentage is in class II (23.5%), with information on sexuality and reproduction and contributions from all the subjects, but particularly M6, M7 and M9. Also part of cluster I and comprising 19.4% of the total corpus, class IV deals with coping after SCI, mentioned primarily by M3, M6 and M8. Class III addresses the many difficulties experienced since the injury, a subject pertaining to 20.6% of the corpus and highlighted in statements by M1 and M7.
Cluster II contains subjective aspects regarding the situation of participants as a result of SCI, including what other people think and the perception of participants in relation to their condition. This cluster contains class V, pertaining to perceptions after SCI and corresponding to 20% of the corpus, mentioned primarily by M4 and M11.
Eighteen words were selected from class I, the most frequent being "feel", "go out", "dress up", "pass", "nothing", "always", "not" and "like", relevant in statements from M2, M5 and M10. This class primarily deals with everyday situations after the trauma and resulting from it. The participants report changes to their lifestyle as a result of their physical condition, whether temporary or not, affecting a variety of different areas: SCI undoubtedly requires a number of changes in the everyday lives of these women, some of which focus on the repercussions, to a greater or larger extent, in terms of personal appearance as demonstrated in the statements below:
Life after SCI was difficult to adjust to; I had to learn to do everything again, I couldn't even sit up without help. (M2)
I have always made an effort with my appearance.
Regardless of whether I`m going out or not, I have to get my nails and hair done on the weekend, even if I`m just going to sleep. I don`t like looking sloppy. (M2)

Even after my health problem I still care about how I look. I haven't lost that, Thank God! (M3)
Sometimes I couldn't wear a dress because I had to use a back brace… I ended up wearing sneakers because they're more comfortable, that sort of thing… Nowadays I have more freedom when it comes to what I wear. I wear shorts despite my legs; you get self-conscious about your skinny legs. I wear high heels even in my wheelchair. (M4)
I used to dress up every day… I enjoyed it… Not anymore… To me, the world has ended… (M5)
I feel beautiful and I get dressed up, I feel like putting on makeup… (M10)
In class II, 18 words were chosen, with the most frequent being "say", "nowadays", "even", "like this/ that", "think", "not", "never" and "go", evident in statements by M6, M7 and M9.
Initially, this class illustrates experiences related to the love life of participants before SCI:
Before SCI I wasn't in a committed relationship and wasn't very interested in dating. I dabbled here and there, I had several sexual partners and was fine with that. (M7) My sex life was never very active… I've never been married and only had boyfriends so I was always more cautious in relation to my sex life. (M8)
My sexuality was better before the injury; you feel more attractive, more loved… (M9) Next, the interviewees highlighted aspects of their sexuality and sexual intercourse itself after SCI: Twenty words were selected in class III, with those most used including "look after", "want", "because", "adjust", "think", "not" and "go", highlighted by M1 and M7.
This class reveals a range of limitations and difficulties.
People with disabilities face countless difficulties every day. Accessibility is definitely the biggest problem. (M3)
The greatest difficulty is accessibility, 100%. (M7)
It's difficult because of the tiredness… Moving around.
Adjusting to wherever you are. (M10)
The above statements on the difficulties experienced after SCI are noticeably negative. In general, the women affected indicated lack of accessibility as one of the main factors.
Dependence and prejudice, whether on the part of others or themselves, is also emphasized by the interviewees.
In terms of difficulties, the thing I find most difficult is not being able to look after myself and everything. (M1)
In terms of difficulties, it's not being able to move and all that… Oh... Having to depend on my husband… For example, if I need to take a shower… 'Honey, I want to shower', 'Hang on'…. Then I have to wait… and wait… I have to wait until it's convenient for him! I can't do anything myself, you know?!... My husband does everything… The only thing I can do is make lunch and even then, it's a battle... (M6)
As soon as I found out about the problem I became very self-conscious and that made it difficult. (M8)
I think my divorce was very difficult. Having to move out of my house into someone else's… (M9)
In class IV, 19 words were chosen and the most common were "go back", "everything", "especially", "same", "more/most", "take", "very" and "a lot", emphasized by M3, M6 and M8.
Statements in this class provide accounts of coping with the physical condition resulting from SCI, with family support emerging as particularly important:
The main factor that helped me was my family… They helped me a lot! (M3)
What helped me the most in adjusting after the injury was my family… (M7)
Well, I got a lot of support from friends and family, especially my mother. She was with me the whole time… (M8)
No less significant were reports of other forms of support used to cope after the injury.
Wheelchair basketball was also vital… Interacting with people with the same problem, you know! (M3)
Second was SARAH, which provided me with an environment I felt more comfortable in. The people I met there… Experiences exchanged… (M7)
The most important thing after the injury was my physiotherapist, who helped me have more independence… It really helped me a lot… You think you won't be able to do anything… So, you need to have a lot of willpower. (M9)
In addition to the above statements, religious belief and faith in God also feature in the process of coping with and accepting the new lifestyle:
God is always with me and does what is best for me; He gave me my daughter! I love sleeping with her next to me; she has her own room, but she has slept with me since she was born. I found the love of my life… (M2)
What helped me was joining an Evangelical church, otherwise I would have hit rock bottom... (M6)
In first place is God, for giving me another chance. (M8)
Finally, 20 words were selected in class V, of which eight were emphasized, namely "live", "use", "limit", "understand", "affect", "also", "so", and "still", highlighted by M4 and M11.
In this category, participants reveal something close to the subjective dimension of the problem experienced, emphasizing reflections and symbolic impressions formed in the reality resulting from SCI: 
Discussion
Cluster I in the dendrogram, which addresses objective aspects of living with SCI, contains classes I, II, III and IV, which refer to everyday life after SCI, sexuality and reproduction, limitations and difficulties, and coping after SCI, respectively. Class I shows accounts of everyday situations, such as the complexity of tasks previously considered simple. Some participants experienced a change in their behavior, particularly in the face of the new routine required due to the limitations imposed by their condition. In a study by França et al. (18) , the author highlighted the fact that most participants were dissatisfied with the execution of activities of daily living such as getting dressed, dressing up, eating and personal hygiene tasks because of their dependence and loss of autonomy.
Following SCI, people experience a sudden change in their daily routine. The differences between life before and after the injury make it difficult to accept, coupled with guilt and embarrassment about their dependence on others for personal hygiene tasks and difficulty controlling physiological needs, thus affecting quality of life (19) .
Aspects related to personal appearance indicate a concern with their new image, as well as perceptions regarding leisure. Maia (20) reported changes in everyday routines after injury and referred to the adjustments needed due to reduced ability, as well as issues related to affective relationships. Women with disabilities are more severely affected in terms of standards of beauty and esthetics than men, which implies greater difficulty in rebuilding their self-image. Venturini, Decésaro and Marcon (21) observed that the most common difficulties encountered in everyday life are related to financial issues, dependence, lack of the necessary physical infrastructure in the city, transport, employment, physical activity and prejudice.
França et al. (22) found a large number of complaints regarding leisure activities, since in addition to their physical limitations, those affected also encountered structural obstacles in locations visited, as well as on public transport. Other negative aspects mentioned were financial difficulties, prejudice and low self-esteem.
With respect to sexuality and reproduction, covered in class II, the subjects provide accounts of situations experienced in romantic relationships, sexuality itself, and difficulties in the physical recovery process as well as sexual activity. Initially, participants reported they understood the importance of sexuality and that they were more confident before the injury. This corroborated the findings of Singh and Sharma (23), whereby most subjects recalled they were interested in sex and understood its importance in everyday life.
According to the accounts provided in the present study, the difficulty in acting on and/or expressing sexuality after spinal cord injury is related to the physical limitations of the condition and awareness of these constraints. This affects personal relationships due to their inability to meet the standards of beauty and perfection established by society. Kreuter et al. (24) highlight the need for an approach that considers the physical, psychological and interpersonal conditions of these women. Many of them remain sexually active, but report occasional dissatisfaction after SCI, an aspect which should be addressed in rehabilitation. Although several studies indicate that sexual satisfaction is an important factor in quality of life, it is often relegated to the background after SCI (25) .
França and Chaves (26) observed attitudinal barriers as a result of the limitations and prejudices imposed by SCI. The authors found that most women with SCI, specifically paraplegia, have difficulty understanding and articulating their feelings about their bodies after the injury because they feel unattractive. This is due to low self-esteem and self-discrimination, evident in their fear of sexual frustration as a result of their physical condition, characterized as abnormal and disabled. In terms of sexuality related specifically to the sexual act, participants emphasized their fear of being intimate with their partners.
Carneiro (27) obtained accounts from women who admitted that new values are imposed for sexuality in their first sexual experience after SCI.
Some participants reported an active and satisfactory sex life despite their limitations, including position restrictions, neurogenic bladder, and dyspnea, while others experienced difficulty readjusting to their partners. With respect to strategies used to satisfy their sexual needs, all participants reported contact with a single sexual partner. In a study by Maia (20) , subjects expressed their fears and difficulties in terms of a sex life after injury, but developed greater intimacy with their partners beyond the sexual act itself. They also reported feeling desire and pleasure in romantic and sexual relationships, as well as the use of techniques to assist in sexual relationships and satisfaction. Singh and Sharma (23) observed that half of the women studied reported sexual satisfaction after injury, although some felt their partners were not satisfied.
In the present study, most subjects were not sexually active and at times reported a lack of sexual desire itself. This is similar to the findings of Singh and Sharma (23) , whereby subjects labelled their sex lives as worse after SCI, largely due to difficulties in their relationship with their partner, medical problems and the lack of privacy.
In a study by Fritz, Dillaway and Lysack (28) , dissatisfaction with sexual activity was observed in interviews with both married and single women, indicating that being in a committed relationship does not always ensure sexual satisfaction.
A participant in an investigation conducted by Carneiro (27) expressed difficulties coping with muscular atrophy, as observed in the present study. This is likely due to society's belief that a perfect body is a sign of sexual competence, while an imperfect physique is considered asexual.
Cavalcante et al. (12) found that relationships established after SCI when patients have a stronger selfimage tend to be more stable because their romantic partner did not participate in the complex rehabilitation and only needed to adjust to the relationship.
Kreuter et al. (24) observed that most women continued to enjoy an active sex life after their injury and still considered sex an important part of their lives. Although many aspects of their sexual function and sex life were negatively affected, participants in our study used different methods to compensate for the physiological deficiencies caused by the injury.
In regard to reproduction, most felt it is a normal part of a woman's life and therefore vitally important for female satisfaction. However, some viewed it solely as bearing children.
It is important to underscore that one participant who became pregnant after SCI made it clear that her partner had abandoned her and their daughter. Mitra et al. (29) explains that in some cases, the partners of women with disabilities show negative attitudes after delivery, making these women more prone to postpartum depression. Signore et al. (30) report that being a single parent can be difficult.
Another participant also reported a premature birth and the fact that the pregnancy itself had gone unnoticed. Signore et al. (30) found a rise in premature birth rates among women with SCI, in addition to stress, mood swings, and social, economic and physical obstacles.
The participants expressed the importance of pregnancy and viewed it as part of women's social role. Murthy, John and Sagar (31) concluded that reproductive health and pregnancy are equally important to able-bodied women and those with disabilities and is considered invaluable to the latter because it allows them to be perceived as any other women.
In class III, pertaining to the limitations and difficulties caused by SCI, participants describe difficulties in terms of accessibility, moving around and interacting in areas without the facilities to cater to those with disabilities. They also report dependence and self-consciousness in light of their physical condition, including difficult-to-accept situations. Lack of accessibility is a reality for these patients, making them feel even more excluded and restricted. Despite nationwide legislation requiring wheelchair accessibility on streets, in buildings and urban spaces and on public transport, this often does not meet the real needs of those affected, making travel and social inclusion difficult (32) .
A study by Carneiro (27) demonstrated the difficulties women with SCI faced in having to depend on family members. This causes embarrassment and hampers the rehabilitation process as a whole, particularly from an emotional perspective. The period of adjustment to SCI is marked by a number of situations, which do not prevent these individuals from continuing to pursue their goals and achieve better quality of life (33) .
With respect to coping, family is undoubtedly of unparalleled importance in these conditions. An investigation by Borges et al. (34) indicates that family plays a vital role in the self-perception of people with SCI. Thus, values, beliefs and interaction with others are important and necessary for these individuals, and reflect on their experiences.
Furthermore, activities that allow interaction with people in the same condition, whether in the form of sports or rehabilitation, as well as religious faith, provide an important means of support and are cited as vital by those studied here. Puerari et al. (33) highlight rehabilitation as a form of support during the adjustment process in that it provides functional independence and therefore better self-esteem and social inclusion.
The strategies most frequently used during the adjustment process include religious faith, fantasizing and positive thinking (35) , with subjects in the present study specifically citing religion as a support strategy.
According to Puerari et al. (33) , family and social integration, psychological and medical care and rehabilitation promote self-care and the pursuit of independence. In terms of better health conditions, those suffering from SCI demonstrated a desire to adjust to their new situation and improve their self-esteem, self-confidence and self-help abilities. Affection and sexual expression encouraged by friends and family favored the recovery of self-esteem. The support of family, friends and professionals involved in the clinical case help those affected rebuild their new social identity (20) .
Cluster II contains class V, which addresses the subjective aspects of patients in light of their condition, including feelings of sadness, prejudice and in some cases, determination. Rodriguez et al. (36) found that woman with physical disabilities were twice as prone to depression. Additionally, the author reports that this so-called dual disadvantage may result in greater discrimination, since these women are unable to live up to the image standards demanded by society. Married women with SCI and those with an elementary school education were at greater risk of depression.
França et al. (18) observed negative perceptions among patients with SCI regarding their activities of daily living, since the condition impaired performance in sexual relations, at work and in leisure activities. Historical and cultural influences mean there is still a stigma and negative values surrounding the body as a result of SCI (37) . The accounts reported by Costa et al. (38) illustrate the experiences of people affected by SCI in terms of their everyday routine and the adjustments needed due to the changes to their bodies. These individuals construct new concepts and meanings for their own conceptions, based on their everyday experiences.
Conclusion
Representations of the women studied here in terms of their sexuality and reproduction portray a context characterized by physical disability. They demonstrate that sexuality is vital in the process of accepting and coping with SCI, as well as recovering social, affective and sexual relationships. Accounts that highlighted the importance of reproduction for women in general, before and after SCI, were also prominent.
The results indicate that sexuality among women with SCI is marked by a mixture of feelings. While they are insecure about expressing themselves sexually, they also report fear of abandonment and loneliness, possibly due to conflicts about accepting their new image, which in most cases was characterized by low self-esteem.
Working with such complex issues poses a significant challenge, particularly those subject to taboos and prejudice, making it difficult to understand the particularities of sexuality among women with SCI.
Another barrier is the scarcity of accounts pertaining to experiences with this issue, with prejudice and discrimination contributing to the continued view of these women as asexual.
A limitation of this study is the difficulty displayed by participants when talking about the issue, given its highly personal and intimate nature. Thus, further research is suggested to address the aspects involved in the sexuality and reproduction of women after SCI, since the information obtained could contribute to educational and healthcare initiatives to improve the quality of life of those affected.
